out down to the bladder. The best way of dissecting out the ureter from above is by manual or blind dissection and was delightfully described by Beer in 1905 : 'Experience has shown', he wrote, 'that this dissection should be slow and careful, the fingers gliding along the taut ureter and the knuckles of the hand gradually pushing the peritoneum away'.
The distal end of the ureter comes away quite easily from the bladder and without the need for significant traction. In malignant cases the cut end should be occluded between the surgeon's finger and thumb until the whole specimen has been removed from the wound. Gloves are then changed.
Troublesome bleeding has not been encountered in any of our patients, some of whom have been on anticoagulants. The occasional bleeding point from the peri-ureteric tissues can easily be picked up by retraction of the loin incision. Postoperatively the retroperitoneal space is drained for a few days and a catheter left in the bladder for eight days.
The operation has now been carried out fourteen times in 10 patients. The bilateral cases were patients on the dialysis programme awaiting transplantation who had bilateral vesico-ureteric reflux. These bilateral cases have not had their wounds or bladders drained. One, who was receiving anticoagulants, had to have a cystoscopy and a bleeding point in one of the ureteric incisions diathermied on the tenth postoperative day. Another patient, heavily anticoagulated because of shunt problems, also had to have a clot washed out of his bladder and a retroperitoneal hematoma drained. One of the malignant cases died soon after the operation; his disease was locally inoperable and recurred quickly. The other 2 are alive and well and have all been cystoscoped postoperatively. The ureteric scar in the bladder always has a linear appearance and there has been no sign of diverticulum formation at that site.
The operation is very much quicker than the conventional procedure, and the advantage to the patient of having one incision only is considerable. The operation of nephroplasty, or nephroplication, was first described by Stewart in 1947 . Since then encouraging results with this procedure have been reported by many authors, including Adams (1951 Adams ( , 1959 , Robinson (1959) , Balfour et al. (1964) and Collins etal. (1967) .
As originally described by Stewart (1947) , nephroplasty was devised as a procedure to relieve hydronephrosis due to an aberrant or lower polar vessel. The role of the aberrant vessel as a cause for hydronephrosis is controversial, as such vessels are often found harmlessly crossing in front of, or behind, the ureter. None the less a mechanism has been described (Winsbury-White 1925, Stewart 1947 , Adams 1951 , Robinson 1-959, Collins et al. 1967 whereby the proximal 1-2 cm of ureter becomes kinked by the taut aberrant vessel, resulting in a hydronephrosis.
The aberrant vessel comes to occupy a position in relation to the upper ureter as a result of the 'unfolding' of the kidney during its early growth (Kelly & Burnham 1914) . Thus in order to relieve hydronephrosis produced under these conditions it is necessary first to unravel and straighten any kink in the upper ureter and then to move the aberrant vessel away from this area. This is achieved by reverting the kidney to its infantile form by bringing the upper and lower poles into apposition, i.e. folding the kidney upon itself. The aberrant vessel, having followed the progress of the lower pole, will now lie in relation to the renal pelvis close to the main vascular pedicle and well away from the ureter. This is the essence of nephroplasty, the operative details involved being described in detail elsewhere (Stewart 1947 , 1957 , Adams 1951 , Collins et al. 1967 ). However, this operation can be difficult in the absence of any intrarenal dilatation. A certain degree of cortical thinning and calyceal dilatation appears to be necessary to facilitate the folding of the kidney without tension.
In a later review of 110 nephroplasties carried out successfully at Bradford (Stewart 1957) it was also pointed out that nephroplasty in association with pyeloplasty (in the absence of an obstructing aberrant vessel) reduced any intrarenal dilatation occurring in hydronephrosis and encouraged dependent drainage of the calyces, particularly the lowermost. It was thus a most useful adjunct to a pyeloplasty in the presence of a longstanding hydronephrosis with associated calyceal dilatation.
Since 1957 a further 96 nephroplasty procedures have been carried out in Bradford. A retrospective survey has been made of these patients with a minimum follow-up time of two years. Success of the operation was based on the criteria suggested by Hanley (1959) , namely relief of pain, relief of infection, the halting of the progressive nature of the condition and the maintenance of function. All patients had extensive follow up which included intravenous pyelography and on occasion rerrography. However, as Hjort & B0e (1971) suggest, interpretation of renograms after operations for hydronephrosis is especially difficult.
Of the 96 cases, 65 had a simple nephroplasty to relieve obstruction due to a lower polar vessel, 28 had nephroplasty combined with pyeloplasty in order to reduce intrarenal dilatation and improve drainage and, finally, 3 nephroplasties were performed after pyelolithotomy for similar reasons.
Of the 65 patients who had nephroplasty for obstructing lower polar vessel, 7 were considered to be failures: one had chronic renal failure with recurrent infection; one required pyeloplasty for undetected pelvi-ureteric stricture; in 2 the intravenous pyelogram showed diminishing renal function; and 3 had persisting pain.
In the 28 patients in whom nephroplasty was combined with pyeloplasty there were 4 failures: one required secondary nephrectomy for pain and infection; one had chronic renal failure; one had retroperitoneal fibrosis and had been misdiagnosed; and one had persisting pain and diminishing renal function as seen on the intravenous pyelogram.
In the 3 patients who had nephroplasty combined with pyelolithotomy, 2 showed no recurrence of stone over five years and the third showed no alteration in size, shape or position of the calculi left at operation over a similar period.
These results, whilst not as impressive as those mentioned by previous authors (Stewart 1957 , Collins et aL 1967 , Adams 1951 , are encouraging and might have been improved by better case selection.
The operation of nephroplasty appears to be most effective in reducing the intrarenal pelvic dilatation and improving calyceal drainage. It is also confirmed as the 'simplest and most logical operation in treating lower polar vessel obstruction' (Robinson 1959) .
A review of the blood pressures of patients before and after surgery confirmed the findings of Stewart (1957) , Adams (1959) In renal papillary necrosis, fragments of papilla may become detached and enter the ureter. These fragments will usually pass spontaneously, but occasionally they may become impacted in the ureter and cause obstruction. Four cases illustrate the problems that may be associated with the surgical management of this complication.
Case Reports
Case 1 Mr A J E, aged 30, presented at St Peter's Hospital in July 1968, complaining of left loin pain of five days' duration. On examination the left kidney was palpable and tender. When he attended for IVP the following week he reported that he had developed pain in the right side as well, and had not passed any urine for two days. IVP showed no opaque calculi and no excretion of dye by three hours. Blood urea was 294 mg/100 ml.
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